Chest pain is a common symptom in clinical practice and has many aetiological factors. A rapid but systematic assessment of patients in a primary care setting is essential to identify those with potential life-threatening aetiologies of chest pain. Once a life-threatening aetiology has been excluded, a correct diagnosis can be derived from a careful history, physical examination and a few selected investigations. A patient can then be referred to a hospital or a specialist for further evaluation. Not every patient needs to be referred.
Introduction
Chest pain is a common symptom in clinical practice and has many aetiological factors, which range from life threatening to non-life threatening conditions. Its evaluation remains a diagnostic challenge, as it could variously be described as a feeling, pressure or a disagreeable sensation. A rapid but systematic assessment of patients in a primary care setting is therefore essential in identifying those with potentially life-threatening aetiologies of chest pain. [1] [2] [3] [4] [5] Causes of chest pain Tables I and II show some of the causes of chest pain classified as life threatening and non-life threatening. 4, 6 Goals and considerations in evaluating chest pain The goals of evaluating chest pain are:
• Excluding life-threatening Approach to acute/new or ongoing chest pain • First assess the patients' respiratory and haemodynamic status.
• If either is compromised, stabilise Approach to non-lifethreatening chest pain Once a life-threatening aetiology has been excluded, a correct diagnosis can be derived from a careful history, physical examinations and a few selected tests.
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A. History Obtain a comprehensive history, including the characteristics of the chest pain. Question the patient about previous medical entities. Establish if the presenting symptoms are similar in nature to previous presentations.
B. Physical examination
The extent of physical examination is determined by the urgency of the diagnosis and the initial focus should be on the possibility of acute, lifethreatening conditions, although the examination may even be normal in these conditions.
i) General
Check and record vital signs, and check if all pulses are present and equal (if inequal, this may suggest iii) Cardiac evaluations May reveal heart failure, valve involvement or pericardial collection.
iv) Neurological and abdominal evaluation These are mandatory.
C. Investigations
Which investigations to perform depend on the individual patient and should be considered with reference to the patient's history and the findings of the physical examination. [10] [11] [12] Investigations may include the following:
• 12-lead ECG • Chest X-ray • Laboratory: complete blood count, serum chemistry, lipids, cardiac enzymes, trop T, blood gasses, amylase.
• Other: abdominal ultrasound, flow volume loop, sputum for tuberculosis, microscopy and cytology, V/Q scan and echocardiogram Figures 1 and 2 illustrate the different approaches to chest pain.
In acute or new onset of pain, determine first whether there is evidence of circulatory collapse or respiratory failure. If any of these are present, stabilise, treat urgently and refer to the appropriate centre.
In patients with chest pain that is not life threatening, a comprehensive history, physical examinations and a few selected investigational studies may provide the diagnosis. 
